Overweight is one of the most common health problems and risk factors for many prenatal illnesses. The proportion of pregnant women with high body mass would be increased by increasing body mass in society. The purpose of this study was to explain the pregnancy experience in women with high body mass index. An interpretive phenomenological approach was used to conduct this study. Participants included ten pregnant women with high body mass index who were interviewed. All interviews were recorded and transcribed after permission from the participants in order to explain the phenomenon under study and the data were analyzed by using the Van Manen method in MAXQDA version-10 software to emerge their themes and their basic patterns. Out of the 857 extracted primary codes, the experience of women with high birth weight was summarized in the main theme of "Pregnancy concurrent with concern". This theme comprised the following subthemes: "sense of risk", "lack of care facilities for mothers with high body mass index", "obesity as a stigma", and "lack of specialized care". This Hermeneutic phenomenology study showed that pregnant women with high body mass are a vulnerable group. Their pregnancy concurrent with more concern requires more care and support. Service providers, in particular midwives, nurses, and doctors, should be aware of their attitudes and behaviors toward this group of clients and avoid any stereotypical and harassing care behaviors.
Introduction
Overweight or high body mass is one of the serious health problems and risk factors for many diseases during pregnancy. World Health Organization (WHO) has described obesity as one of the major health problems in many countries and introduced it as an epidemic disorder [1] . A study conducted in the Mediterranean Basin showed that the prevalence of obesity was higher in urban areas; a trend that is expected to observe in Iran [2] . The fact of the increasing prevalence of obesity in Iran and in the world is the reason for considering it as a particular disease. Until the end of the second world war, people in the world suffered more from underweight, due to lack of industrial facilities and food shortage. At the end of this period with the development of countries, mechanization of life, the growth of The experience of pregnancy in women with high body mass: a hermeneutical/phenomenological study food production and its availability throughout all seasons and low physical activity of people, the problem of overweight and obesity increased. The elimination of many infectious diseases through vaccination, the improvement of health and, consequently, the aging of people, and the lack of mobility due to age are other causes of the prevalence of obesity in the world. Obesity is one of the most common noncommunicable diseases in Iran [3] . The number of overweight people in developing countries has approximately quadrupled between 1980 and 2008. Regarding gender differences in obesity, it should be noted that the phenomenon of high body mass and overweight is more common in women than in men. The study of Emamian et al. in Tehran showed that the prevalence of obesity is increasing rapidly in the age of 20-40 years [4] . Concerning the distribution of obesity in the provinces of Iran, it should be mentioned that most provinces are involved in the problem of obesity. A lower prevalence of obesity is observed in some provinces, such as Sistan and Baluchestan, while the provinces of Tehran and Markazi are seriously affected by this problem [5] [6] [7] . As obesity increases, the proportion of high body mass women who experience pregnancy also increases, while no evidence is available regarding their experience and needs. In the United States, more than a third of women and over half of the pregnant women are obese or overweight, and eight percent of women with obesity are extremely obese that can expose them to high-risk pregnancy. Pregnant women with overweight and high body mass are at risk of various complications of pregnancy, including abortion [8] , congenital anomalies [9] , thromboembolic events [10, 11] [20] . Even the inclination to start and continue breastfeeding is less in women with high body mass than in other mothers [21, 22] . Along with all the physical abnormalities of the disease, the illness greatly affects their mental health [20] . Evidence suggests that high Body mass index (BMI) causes an increase in maternal mortality. It has been shown that 28% of mothers who died had a high body mass in a study over a three-year period, while this rate in mothers with a normal weight was 16-19 percent [23] [24] . Any successful planning and intervention depends on factors such as approaching the clients through conducting depth interviews, discovering their emotions and attitudes to self-image, illness, etc., and ultimately, their motivation to follow-up and involvement in the desired actions [25] . If suggestions and plans for people with high body mass are in accordance with the experience and beliefs of people who live with this phenomenon, they can be more useful and realistic compared to recommendations solely based on the opinion of professional people. If healthcare providers understand how pregnancy complications are in women with high body mass, based on their real and life-related experiences in their everyday lives, it will reach them to a deep and real understanding to guide them appropriately in their decisions, interventions, and actions. The value of discovering such experience has been accepted for health service providers, because of the nature of the problem (the way in which one person perceives and experiences the phenomenon) highly affects the design of their care. Since it is not possible to describe life experiences and meaningful experiences of pregnant women with high body mass through quantitative methods [26] , this research was designed qualitatively. Limited information exists about the experience of pregnancy in women with high body mass in Iran, which emphasizes the relevance of conducting this research in our country's social and cultural context. Regarding the varying experience of pregnancy in women with high body mass, encouraging these women to express their pregnancy experience and giving them the opportunity to discuss pregnancy emotions is very important in improving their health status. Therefore, this study was conducted to explain pregnancy experience in women with high body mass index.
Method
The study setting was mother and child health care centers in Ardabil city in Northwest of Iran. Proposal of study was approved in Ardabil University of medical Sciences (ID project 9312). Data were collected over eight months from April 2015 to January 2016. In this phenomenological study, after obtaining permission for the project, the participants entered the study by targeted sampling method according to the purpose of the study to obtain the mental conception of pregnancy in women with high body mass. Participants comprised women who were in the last months of their pregnancy and had a body mass index higher than 30 before pregnancy (According to the WHO definition, the people with BMI over 30 are obese). They had a single pregnancy, were aged 18 years old or more, had the ability and the possibility for proper communication, and were able to provide rich and complete information to the researcher. After obtaining consent from the participants, semi-structured interviews were conducted with questions such as; what is your experience with this pregnancy. Describe one day. The access place to attendees was the health centers affiliated to Ardabil University of Medical Sciences. After obtaining a research license, the researcher referred to the health centers with a referral letter, selected the participants according to the inclusion criteria and then, by expressing the purpose of the research and obtaining informed consent from the participants, interviews were conducted in a relaxed and participatory manner at any place that they determined. During the interview, the observation and recording took place. The mean length of the interviews was about 50 minutes. Audio files were instantly converted to text files. Interviews continued until the richness of the data when no new data emerge compared to the last interview. At the end of each interview, a report was made on anything that could be taken into consideration in the analysis regarding, for example, how the interview process was and what the important points were. The van Manen's method was used for the study [27] . Finally, 10 pregnant women completed the interviews. The researcher's activity was based on van Manen suggested 6 steps. The steps of van Manen's method include referring to the phenomenon/ experience of the study, the serious inspiration of the researcher's interest to the subject, exploring the experiences of the collaborators and avoiding the conceptualization of data, contemplating the intrinsic content that describes the phenomenon, describing the phenomenon through art writing and rewriting, maintaining strong and targeted relationship with the phenomenon studied and balancing the research context with the continuous consideration of the relationship between the components and the whole. Initial data the analysis was performed using MAXQDA version 10 software. Based on the commonality for quality assurance in qualitative research, the researcher tried to maintain the validity, reliability, transferability, and verification criteria to improve the quality of research [27] . Checking by contributors was done frequently to ensure the accuracy and reliability of the data in a long-term and continuous engagement, by using maximum variation in sampling, and holding integration in research and review. Also search for conflicting evidence was used. The study was conducted with the observance of all ethical issues.
Results
Participants included 10 pregnant women with high body mass index who referred to Ardabil health centers. The mean age of mothers was 32 years. Seven of them were housekeepers and three were employees. Mothers' level of education varied from literacy to university education. The mean body mass index of mothers before pregnancy was 33. During the interaction between the researcher and the participants, the considered reality of "mental meaning of pregnancy in women with high body mass" was identified. From the contributions of participants, 857 primary codes were obtained. The main theme and subthemes of pregnancy experience of women with a high body mass that extracted after analysis of this primary codes are presented in Table 1 . 
Discussion
This study was conducted with the aim of understanding the experiences of pregnant women with high body mass. Their experiences were summarized in the main theme of "pregnancy concurrent with concern". Participants described their sense of risk and inadequate and unsuitable care as their stories explained that the healthcare service offered to this group not only was insufficient, but also, in some cases, was fewer than that of other women. Health care providers did not distinguish between people with high and normal BMI and offered the same cares for both groups. Meanwhile, women with high body mass index need more interventions and support in order to facilitate the environment, nutrition, and weight control, and staff should provide cares with a useful and non-judgmental information approach. However, there is a lack of adequate knowledge about the problems in women with high body mass, which is consistent with the findings of Katherine et al., who referred to the lack of knowledge about mother and infant problems in women with high body mass [28] . Atkinson et al showed that care providers should have a new insight into complications of women with high body mass [29] . As shown in a study, women with high body mass index (BMI) should be treated differently, because of the presence of leptin antagonists during childbirth and labor [30] . Appropriate training in this group of women and increased general information can improve the mother weight control the health of babies [31] . Mothers' narratives in this study indicated the deficiency of facilities for this group of women. In this regard, equipping the health centers, especially the women's section, with facilities adapted to their needs, such as a convenient barometer cuff, large scale armless chairs, large wheelchairs, and large beds with fences in the sections, labor room, ultrasonography, and operating room, as well as suitable clothing and goggles, and suitable spines for spinal anesthesia and epidural is necessary.
Blind care was the other cause that harassed mothers with high body mass. Several studies showed that the behavioral orientation of health care personnel, including physicians and nurses, toward patients with high body mass index, affected the quality of care of these people [32] . In a recent study, the main reason for avoiding doctors from the cesarean section of high BMI mothers might be maternal and fetal complications due to the higher risk of cesarean for the mother and adverse birth defects. Mothers with high body mass in this study also needed to receive services without any judgments about their weight. These findings are consistent with the findings of Mahnhirin et al that examined the existence of stigma of both patient and care provider's perspective, showing that women with higher BMI had more negative experiences in pregnancy care then women with lower weight had and care providers also reported that women with high BMI had fewer self-care behaviors. They concluded that there is a weight stigma in Australian pregnancy care centers [33] . The results of our study are in accordance with those of studies reporting high-body weight stigma. The annoying and disgraceful look was one of the subthemes in this study. Participant's talks were fraught with words that showed how much these people suffered from annoying and shameful eyes. Some mothers with a high body mass imprisoned themselves at home because of annoying and stigmatizing eyes and they were embarrassed by their presence in the community, which would further inactivate these women and worsen their condition. Discrimination is rejected in every context, and, of course, bias and discrimination due to maternal weight impose further concerns on them. These findings are consistent with Paul and Brownell's findings, suggesting that ant obesity behaviors among health care workers can affect their clinical judgment and prevent the referral of high-body people to care and services [34] . Studies have also shown that high body mass is highly related to physical disabilities [35] . Women with high body mass are more likely to be blamed compared to men with high body mass index, and social stigma with a high body mass affects women more than men; so, discrimination is not just in health matters. It also affects job, social, and educational relationships. Women with high body mass are derived from respect, education, social interactions, and income [36, 37] . In this study, mothers with high body mass were found to be very humiliated and blamed for their high weight. According to Malroed et al., with the onset of pregnancy, obesity becomes a particular problem that may cause physical and mental problems [36] . Obesity is associated with depression and anxiety in a non-pregnant population, and pregnant women with high body mass even are suffering from mental problems, sadness, and grief during pregnancy. Depression during pregnancy and postpartum in people with high body mass is much higher than in normal weight subjects. In addition, severe mental and eating disorders and abnormalities in preterm labor are higher in women with high body mass [38] . In some maternal mortality studies, suicide and depression were the major causes of maternal mortality [20] . The weight stigma has a negative impact on the mental and physical health of the victims [33] . Health care providers should consider that women with high body mass are more prone to depression before and after childbirth [38]. Lindhardt et al conducted a qualitative study entitled "Pregnant women with an over 30 BMI" in dealing with their health care providers. Pregnant women with a high body mass index experienced bias from health care providers. These women felt that they were treated with lack of respect and defamatory response, and they felt a sense of lack of useful information [32] . Farber and McGuan conducted a qualitative study on women's experiences with BMI over 35 in childbirth through interviewing 19 women. Two sub-themes extracted in this study were humiliation of pregnancy in obese women and medication of obese during pregnancy. In these women, the felt of humiliation and pregnancy stigma with obesity were prominent. Interaction with health professionals and people exacerbated their discomfort sense about their size. Highrisk pregnancies in obese women made them pregnancy more dependent on interventions and medical interventions. Ultrasound was a significant source of annoyance, especially if embryo-imaging problems were not explicitly described in the method. The result is that health professionals should be aware of the psychological consequences of obesity, and communication strategies for care should be clear and honest, and communication must be done in a sensitive manner [39] .
The findings of the study of Nyman et al showed that obese pregnant women had negative experiences with their health care. In the care of obese pregnant women, it is necessary to give them time and opportunity to tell their story. Care providers are forced to improve their health, but they must be honest and respectful. Health care providers must be aware of their attitudes and strengths in order to avoid the judgment that causes sufferings to pregnant women with high body mass [40] . Our study, like other qualitative studies, focused on women's pregnancy experiences; the fear of intensifying overweight, humiliation and discrimination, the emergence of chronic diseases, macrosomia, fear of death, worries about the consequences of obesity during pregnancy, the effect of pregnancy on their health, anxiety, and depression were among the most important concerns of these women. Paying attention from health providers to these concerns are very important and valuable. One of the limitations of the study was the reluctance of high-body pregnant women to participate in research due to lack of time, personal reasons, and fear of disclosure of their name and identity. The researcher tried to explain the goals of research and observe the ethics to gain participants' trust and confidence to overcome these constraints.
Conclusion
This Hermeneutic phenomenology study showed that having high body mass and pregnancy could cause more worries and vulnerabilities in these mothers. These pregnant mothers need more emotional and social support and failure to paying attention to these important variables could play a role in the failure of interventions to modify behavioral patterns of these vulnerable individuals. It must be noted that physical characteristics should not be a criterion for judgment because a person is beyond the material body, and this body should not affect other aspects of the personality of an obese mother. High body mass women expect health care providers to behave more friendly rather than to blame them and spend more time on their health problems. Therefore, health care providers should be aware of their attitudes and behaviors toward this group of clients and avoid any stereotypical and harassing care behaviors. It is imperative that health care providers know and understand the specific needs of this group of mothers that have acquired from their own living experiences and be able to provide appropriate care to pregnant women with high body mass, and this situation must not deprive them of receiving health care. It should be taken into account that a positive relationship between health care providers and high-body women leads to the search for ways to a proper health care. Further studies are required to explore the social and psychological dimensions of pregnancy in high body mass women.
Contribution
Study design: SSh Data collection and Analysis: SSh Manuscript preparation: SSh
